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PHYSICIAN’S REFERRAL TO CHILDREN’S SPECIAL HEALTH  

 
    PATIENT’S HOME COUNTY                                       
 
I would like to refer                                                                     Birth Date                                       
 
Parent’s or legal guardian’s name                                                                                
Address             
 (Physical or Mailing)    (City)    (Telephone) 
 
Condition for which referral is made and brief history      
            
              
  
Tentative Diagnosis          
             
   
This referral is requested by me for: 
 
  �    Diagnostic consultation only 
       
  �    Examination for diagnosis and recommendations (and treatment if indicated, 
         provided family meets eligibility requirements) 
 
Recommendations (include preferred provider)       
            
                                                                                            
                                                                                                                                                        
     Physician’s Name     
                                                                       
     Physician’s Signature     
                                                         
                  Address      
                                                                             
     Phone       
                                                                                
     Date                                                                           
 
 
Forward to local Public Health Nurse or, if none, to: 
 Community and Family Health Division 
 Children’s Special Health 
 4020 House Avenue 
 Cheyenne, WY 82002 


